THIS is a plea for the treatment of condylar fractures of the tibia, and to a large extent of the femur also, by continuous traction and immediate movement without any further immobilization whatever. It is also a plea for the avoidance of open operation. While a few have followed methods similar to those to be described, the majority of writers on this subject lay great stress on the importance of accurate reduction of the displaced fragments and prolonged immobilization both to maintain reduction and to allow torn ligaments to repair. Watson-Jones has recommended a period of ten weeks in plaster. Where manual reduction ot the use of some form of clamp still leaves an unattractive radiological appearance, open reduction is often advised, particularly on the other side of the Atlantic. Bolts, lag screws, blade plates, bone grafts and other devices have all been recommended in an attempt to maintain what is only rarely perfect reduction, and to support the pulverized articular surface.
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Tibial condylar fractures are most common after middle life-in this series 30 % were over 60 years of age. It is difficult from the published work to estimate the success of the treatment, but it is hard to believe that there were not many stiff knees, and certainly quite a number came to arthrodesis.
In the method to which I was first introduced by our President, the routine of treatment is as follows. After aspiration of the hemarthrosis if necessary, a Steinmann pin is inserted through the tibia below the fracture level; there is no advantage in transfixing the fragments, and there are a number of possible disadvantages. The fracture is reduced manually as far as possible. It is obvious that a fully congruous joint surface is ideal, but perfection is very rarely attained, and in my opinion this makes but little difference since a severely depressed and irregular surface seems to carry but little worse prognosis than a mild displacement. The leg is supported by counter-balanced slings under calf and thigh, and active movements are started at once. Traction of 5-7 lb. is maintained for about a month-or even eight weeks, depending on the patient's progress. The patient is then allowed up on crutches, but no weight-bearing is permitted for three months from the injury. One occasionally sees a patient with little swelling and good movements who can be treated on crutches from the start. In this series, apart from one immediate fusion, done some years ago for reasons we would no longer accept, only one arthrodesis has been required out of some 50 tibial condylar fractures. We can reckon on recovery of almost full knee movement in weeks, whereas by other methods one reckons in months. Some of our cases were shown at the B.O.A. meeting at Cambridge three years ago, and for the purpose of this paper an analysis and follow-up were made on 13 femoral condylar fractures and 52 tibial condylar fractures. Fractures of the patella and of the tibial spines have been deliberately excluded.
Condylar fractures of the lower end of the femur can in general be divided into three groups:
(1) The complete "mush", where a poor result will follow any treatment.
(2) The Y-shaped fracture, where the force is apparently transmitted straight down the shaft of the femur; the shaft with its stronger cortex survives and is driven like a wedge between the two femoral condyles, which are split apart with varying amounts of comminution and rotated so that their articular surfaces tend to face towards each other. These are often severe fractures, and some of them are better treated on some form of Thomas's splint hinged at the knee for the first few weeks.
(3) Isolated fracture of one condyle, usually the lateral, which is forced upwards and is often rotated, so that the upper spike points somewhat backwards. If manipulation under traction fails to restore reasonable position, this is, in my opinion, almost the only fracture in the group which should be subjected to open operation and screw fixation.
There are also three types of tibial condylar fractures.
(1) Inverted T-shaped fractures, with varying amounts of comminution and displacement of both tibial condyles, due, one may assume, largely to longitudinal force. The lateral condyle is almost always the more severely damaged, the articular surface of the medial condyle remaining intact and the fracture line passing upwards lateral to the tibial spines.
(2) Fractures involving one condyle, almost always the lateral, from a combination of longitudinal force and valgus or varus strain. This is the so-called bumper fracture. There is often some lateral subluxation of the knee, and one may suppose that the degree of comminution depends on whether the condyle is smitten broadly by the main articular surface of the opposing femoral condyle, or whether lateral subluxation occurs first, so that the margin of the femur is driven down into the midst of the tibial condyle. When this happens a large fragment may be split off the tibia. In both cases there is damage to the internal lateral ligament, and often to the cruciate ligaments also. I believe that the differentiation of these two types is quite unimportant, and is mainly of radiological interest.
(3) Fractures of quite small fragments from the margin of the tibial condyle, the mechanics of which are obscure.
RESULTS
When one has seen the results of other methods, one cannot fail to be impressed by the speed and excellence of function regained by patients treated by traction and immediate movements. The great majority returned to their old employment with minimal or no symptoms from their knees. The longest follow-up was for eleven years, and other writers have already remarked on the surprisingly long time that these severely damaged joints last without any symptoms of degenerative arthritis.
Only three of the tibial condylar fractures had less than 90 degrees of flexion after three months. The majority had an almost full range of movement long before this period. Almost all the severe fractures lacked the last few degrees of extension, but this did not seem to trouble them in any way. I think this is due to the posterior part of the condyle bearing the brunt of the impact and remaining more depressed than the anterior margin. Not one was seen with symptoms attributable to a damaged meniscus. Only four showed slight laxity of the internal lateral ligament on examination, and none had symptoms due directly to this ligamentous insufficiency. Where there has been severe depression of the lateral tibial condyle it was usual to find some residual valgus deformity, but this did not seem to vitiate the final result.
In the severely comminuted fractures of this type perfect reduction is unattainable. I think this would be admitted by all who have had the salutary and chastening experience of operating on them. The depressed area is composed of a mush of fragments of bone, cartilage and meniscus, and the cavity filled with blood clot. Left undisturbed this turns to granulation and then fibrous tissue, and the early movements smooth off the new articular surface. When this new tissue is firm enough, the added stimulus of weight-bearing probably produces metaplasia into fibrocartilage. I do not think this new tissue necessarily ossifies to any great extent; at least one is often struck by the persistence radiologically of an apparently large hollow in the tibial condyle in a knee which has complete lateral stability.
If this is indeed the best articular surface that we can hope for, then the less we interfere with the natural process of repair the better. The only essentials are to guard against weight-bearing and lateral strains, and to encourage movement from the start. Continuous traction and immediate exercises provide for these requirements.
To me the really puzzling factor in the success of this treatment lies in the fate of the torn ligaments. In the isolated tear of the internal lateral ligament, whether operative repair is done or not, almost all would agree that a long spell of immobilization is essential to ensure later stability. One can only suppose that in these fractures the ligaments are less severely damaged. Clinical proof by forced movements during the primary examination is, however, contra-indicated by its risk of increasing the bony deformity. In any case, the fact remains that under this regime repair is adequate.
This method is supremely simple for both patient and surgeon, and I submit that it produces better and quicker results than any other. FRACTURES of the pelvis may be divided into two main groups, namely: isolated fractures of the pelvic bones, and fractures of the pelvic ring. This paper is concerned with the classification of the fractures of the pelvic ring.
A Classification of Fractures of the Pelvis
If the ring is broken at one point, it remains stable. If, however, it is breached at two points, either by a double fracture, a fracture dislocation or a double dislocation, it becomes potentially unstable and may be widely disrupted.
STABLE FRACTURE OF THE PELVIC RING
This is the commonest fracture of the pelvis, and is caused by a fall on the side. On the X-ray (Fig. 1) , the fracture runs through the ischial and pubic rami, at the weakest point of the ring. There is never much displacement. Reduction is unnecessary, and moreover, because the ring is stable, fixation is unnecessary; treatment of this injury therefore presents no difficulty, all that need be done is to teach the patient, whilst he is in bed, to regain control of the leg on the injured side. He is instructed to lift the leg with the knee straight, and in this position to rotate it in and out at the hip. When he can do this, and not until he can do this, he may get up and be taught, first to stand and then to walk. Weight-bearing may be allowed from the start, as further displacement does not occur.
Complications involving intra-pelvic structures do not occur with this type of fracture.
